sent from the operation theatre again grew S Typhi. Serum samples sent for Widal test and Typhidot were negative in both. The His urine and stool cultures were negative for Salmonella Typhi at the time of admission and during the hospital stay. Sickle cell anaemia was ruled out by haemoglobin electrophoresis test.
He was treated with ceftriaxone, 1g intravenous (IV) twice daily along with ciprofloxacin, 500 g IV twice daily and antipyretics. Repeat wound swabs were sterile after 1 week. The patient was followed for 6 months in the out-patient department and no recurrence was seen and wound was healthy.
Isolated infection of wounds in spinal injury patient is a rare manifestation in such conditions, especially in the absence of underlying osteomyelities. Less than 1% of salmonella infections involves bones and joints, and usually ensues in patients with sickle-cell haemoglobinopathies, systemic lupus erythematosis, or in receipt of immunosuppressive therapy. [2] Osteomyelitis in sickle cell patients is a rare presentation. [3] A report of co-infection of Salmonella Typhi and P. falciparum in a girl having haemoglobin E trait has been reported from Bangladesh. [4] In our patient, we can only speculate that the patient might have been in a prodromal phase of enteric fever at the time of admission, the organism then localising into an abscess.
Dear Editor,
Salmonella Typhi, which is endemic in India, has been known to cause varied diseases ranging from enteric fever, food poisoning to osteomyelitis. [1] There have been occasional reports on the occurrence of abscesses due to Salmonella sp. in liver, spleen and anterior abdominal wall. [2] Isolated cases of wound infection in normal patients in the absence of bacteraemia is extremely rare. We are describing a rare case of infection by Salmonella Typhi in the wound of a spinal injury patient.
A 20-year-old Asian male, migrant labourer, weighing 50 kg with history of fall from height presented with severe middle and lower back pain and inability to move his lower limbs for 4 days with no significant history of injury on admission. The patient was immunocompetent patient and not on steroids therapy. An examination revealed paraparesis but no bowel or bladder involvement. His Glasgow coma scale was 4/5/6 (15) at the time of admission. The patient was afebrile at the time of admission with normal vitals. There was no organomegaly or lymphadenopathy. His X-ray spine and magnetic resonance imaging (MRI) spine showed fracture dislocation of the lower D2-L1 without osteomyelitis. On routine work-up, his haemogram, liver function test (LFT), kidney function test (KFT), electrocardiogram (ECG) and chest X-ray were within normal limits. The patient started having fever after 3 days of admission with daily spikes continuously for 6 days, followed by a normal phase and then spikes of fever for 6 days intermittently. However, the patient had to undergo posterior thoracolumbar decompression and implantation surgical procedures for his spinal injury due to compressive paraparesis. Even in the post-operative period, the patient had high-grade fever with a peak of 40.5ºC. The patient's blood was tested for malaria using the card test for Plasmodium vivax and P. falciparium which were negative. Wound swabs send from the injury site pre-operatively repeatedly isolated Salmonella enterica serotype Typhi sensitive to ampicillin, ceftriaxone ciprofloxacin (MIC ≤ 0.25), trimethoprim/sulfamethoxazole (MIC ≤ 20). The patient's blood culture was sterile throughout. The patient's wound was re-explored surgically and a repeat wound sample
Correspondences

Wound infection by Salmonella Typhi in a spinal injury patient without underlying osteomyelitis
Suspecting as encephalitis, the case was referred to National Institute of Virology, Bangalore for virological investigations. Blood and cerebrospinal fluid (CSF) were collected on 3PID. Second CSF was collected on 5PID. Samples were processed for virological investigation.
Serum and CSF samples were subjected to enzyme-linked immunosorbent assay (ELISA) to detect the presence of immunoglobulin M (IgM) antibodies against Japanese encephalitis (JE), CHIK and Dengue (Den) viruses. Interestingly, only CHIK antibodies could be detected from serum as well as CSF samples. The samples were inoculated on to C6/36 mosquito cell line (Aedes albopictus) for virus isolation. Fourth day of inoculation showed typical cytopathic effect (CPE) of CHIKV.
Total ribonucleic acid (RNA) was extracted from CSF, serum and tissue culture fluid (TCF) using a QIAmp viral RNA kit (Qiagen, Germany).
RT-PCR was used to rule out JE, CHIK and Den viruses based on clinical manifestation. All the precautions to prevent cross-contamination were observed as per the World Health Organisation (WHO) protocol. Standard primer pairs were used. Extracted RNAs were negative for JE and Den, but positive for CHIK in reverse transcription polymerase chain reaction (RT-PCR) and confirmed by sequencing. CHIK virus (CHIKV) sequence contained 600nt and comparison of the nucleotide sequence was performed using the National Center for Biotechnology Information (NCBI) Basic Local Alignment Search Tool (BLAST) program with the GenBank database. Sequence information revealed that the sequence from infected CHIKV shared 99% homology with CHIKV isolate SVUKDP-09 structural polyprotein gene having GenBank accession no. JN558836 from Andhra Pradesh, India and genotype matching with Central/East African strain of CHIKV as earlier reported. [1] Dear Editor, Chikungunya (CHIK) is a self-limiting viral infection usually characterized by sudden onset of high fever, skin rash and joint pain with or without swelling caused by an Arbo virus and is transmitted by Aedes mosquitoes (Aedes aegypti). [1] The incubation period of CHIK is usually between 2-10 days and mostly affects adult population in comparison to young population. Till date, no specific treatment is available for this infection. Vector control through proper intervention is the only mode of preventing this epidemic. It is evidenced from prior literature that the most effective strategy for reducing density of Aedes mosquitoes is community-based intervention and personal protective measures. As CHIK is a self-limiting disease and treatment is mainly supportive, the best strategy for control of such outbreak is raising awareness of the community through mass education by public health officials.
A boy aged 12 years was admitted in Bangalore, Karnataka State, with fever for 2 days, convulsion (tonic posturing) two episodes, vomiting, altered sensorium, pulse rate 108/min, respiration rate 20/min, shallow breathing, saturation 94%, temperature afebrile. Examination showed that the child had slowness in activities mainly with right upper limb, stiffness of right limbs, occasional tremors in right upper limb, biceps reflex, brachioradialis reflex, triceps reflex, quadriceps reflex and planter, clonus were found to be absent. Central nervous system (CNS) findings showed B/L pupils unequal, dilated and sluggishly reactive. MotorTone increased in all four limbs; power: 2/5 in all four limbs. Computed tomography (CT) scan shows bulky hypodense areas involving bilateral thalami, brainstem, left temporal lobe and also the right external capsule showed irregular hyperdense areas in the pontine hypodensities. The features are likely representing acute viral encephalitis changes. The hyperdense areas in pons may represent haemorrhagic areas. The child expired on the sixth day of admission.
Detection of Chikungunya virus from a case of encephalitis, Bangalore, Karnataka State
